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(,.) I. PLACE OF DEATH 2 USUAL RESIDENCE (Whers dacessed lived. rmidancs bedore
a. COUNTY s STATE  Missouri b. COUl /... dinisstoa).
b. CITY (I cuteide corpurate limits, write RURAL and glve ¢. LENGTH OF €. CITY {If cutsids ecrporats limits, URAL sad give
OR townahip)| STAY (ln thie place)| OR zz
a TOWN St.Louis Missouri /4rown_strbouts B““"
g d. FI‘-{OLS'EP?AT.E OF (It not in hoepital or institution, give strest sddrem of location) 4. ASJEI)R%TSS (If rural. give loeation) ‘/
o INSTITUTION. Bethesda General Hospitael Y 4717 Hamilton Avenue /
E { Type or Print) Judy Kay Helms. pearth Nov. 20,1950
ﬁ 5. SEX 6. COLOR DR RACE | 7. mﬂ)%wég. rsf‘\{ggcrggnmso. 8, DATE OF BIRTH 9.]:«35 (Io yearn o mean | IR | I GNOER % as.
. ) (Bpacity) X bribday) | Mo Dars | B Min,
% |- Female White D o 11-19-1950 | | 80
, ; 10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (State or foreign oountry) : 1Z_CITIZEN OF WHAT
K E done during moss of working life, even H retired) DUSTRY . d COUNTRY?
H St.Louis,lissouri
‘ “ 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
|} "Hosez Wajne Helms Maxine Goodman |
ﬁ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT' S SiGNATURE OR NAME ADDRESS
o (Yes. 0o, o7 unknown? | (I yws, give war or dates of service} NO. -
~ : Hrs. Maxine Helms above
I 18. CAUSE OF DEATH : MEDICAL CERTIFICATION /NTEHS._E\MAI;'SEN?E“N
1. DISEASE, OR CONDITION
E 'ﬁ;‘mﬂiﬁ;_‘:ﬁ‘(’; DIRECTLY LEADING TO DEATH® (5) Mf ﬂ]—x:t/‘& M/ Ja2 2
——————— /
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b the mode of dying, such | Morbid conditions, if any, gidng DUE TO (b} ottt £
e s Beart faflure, asthenia, | rize to the abooe cause (a) stating .
-] cte. It meons the dig- | Dhe underlying eavac last.
o case, infury, or compii DUE TO (70)7
% || tion which coused death. | T1. OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the death but not
a related to the dizease or condition cansing death.
;z;. 19a. DATE OF op‘Fﬁ)‘ﬁ 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
= . f YES D NO B
o 21a. ACCIDENT (Bpecity) 2ih. PLACEOF INJURY (a.g..inorabost | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, tarm. [astory, strest, offios bldg_ eza.)
z HOMICADE .
g 21a. TIME (Monts) (Day). (Year) (Hour) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? o A {4 IA
WHILE AT NOT WHILE Py
J_' INJURY =. | “work AT WORK
2 [ 22 I hereby certify that I attended the deceased Jrom 33=18- 1980 10 _11-20- 19 5Q that I Iaﬁ aaw’ the: ed
E alive on _11-20—__ 19_50, and that death occurred ol M'm., from the causes and on the date stated above.
E . SIGNM : J (Degres or title) | 23b. ADDRESS 23:. DATE SIGNED
M’I—"— , Bt ?{ 0? % tZimd/tg 2~ 620
E 24a. BURIAL. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 10N (Disgatown, or (5tate)
Vdaca 5 | JU e W
g 1| g-22%%9
DATE REC'D BY, REGISTRAR'S SIG E 25, FUNE 5 SIGMATURE -/ RDDRESS
quV 21 2? ' .

.-

v

(Lirensed %l.m’- Staterrant on R

n . s




e

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Student Embsimer Mo,

R
Signﬁri/ = = W"
b Licensed Embalmer No = ZP y

P. O. Address. et M o~ mrtmctn rotoretl AN

Signed...vovvaserascnannrns tsrmsaansassrnnnnn
7 Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




